In conclusion, the preferred approach for patients with severely symptomatic polycystic liver disease with preserved liver and renal function is hepatic resection with drainage, partial liver resection, sclerosis, and marsupialization of the remaining cysts. This safe and feasible strategy helps patients avoid a liver transplant, experience resolution of their symptoms, and have an improved quality of life. Our series of patients experienced long-term success in eradiating symptoms after the majority of them had failed previous, less aggressive surgical options. There were no major complications, no need for reoperation, and no deaths. The use of postoperative long-acting octreotide has the potential to reduce the growth of remaining cysts and prevent new cysts from developing, and it should be considered in the management of these patients after surgery.
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Identification of a High-Risk Subset of Patients Undergoing Infrainguinal Bypass Surgery
With the aging of the adult population, a significant increase in the number of procedures required to alleviate symptoms of lower extremity ischemia has occurred. The ability to predict either a major adverse limb event or a major adverse cardiac event following open infrainguinal revascularization may help us to select patients better served by a less invasive approach. Results | Between 2005 and 2012, a total of 20 505 patients undergoing lower extremity bypass were identified in the National Surgical Quality Improvement Program database. The overall rates of a major adverse cardiac event and a major adverse limb event were 4.33% and 19.74%, respectively. In multivariate analysis, diabetes mellitus, a history of congestive heart failure, and steroid use were associated with a major adverse limb event (P < .05). An age of 80 years or older, dependent functional status, chronic obstructive pulmonary disease, myocardial infarction, previous coronary surgery, or a history of angina were associated with a major adverse cardiac event (P < .05). Dialysis dependence and an American Society of Anesthesiologists score of greater than 3 were associated with both events (Table 1) . Patients with a dependent functional status, dialysis dependence, a history of angina, myocardial infarction, or congestive heart failure appear to be at a particularly high risk for a major adverse cardiac event or a major adverse limb event ( Table 2) .
Methods
Discussion | For many years, infrainguinal bypass grafting has been the standard of treatment for patients with lower extremity ischemia. The advent of percutaneous treatments for peripheral arterial disease has significantly increased the number of options available for treating these patients. The low periprocedural morbidity and shortened hospital stays associated with catheter-based treatment must now be carefully weighed against the durability and proven effectiveness of lower extremity bypass. 2 Many clinical variables must be considered in deciding the best method of treatment for those with lower extremity ischemia, including the availability of a conduit, the length and location of arterial occlusion, patient longevity, and the degree of limb ischemia, as well as periprocedural morbidity and mortality. 3, 4 In addition to the adverse effect on the individual patient, the societal consequences of major adverse limb events (especially wound infection and graft failure) and major adverse cardiac events have been well documented.
5
We acknowledge that the inability to distinguish the number of adverse events by indication for operation is a limitation of our study. However, identification of a patient group at heightened risk for complications following open bypass might aid in helping to plan the most appropriate treatment for each individual patient. Patients with intermittent claudication who have any of the risk factors already mentioned may best be treated with an extended trial of nonoperative management. Those with limb-threatening ischemia amenable to angioplasty may best be initially treated with catheter-based therapy, whereas patients not suitable for percutaneous intervention, especially those at highest risk for a major adverse cardiac event or a major adverse limb event, might be offered intensive supportive care or primary amputation. We conclude that preoperative risk factors can be used to identify a subset of patients with an elevated risk of a major adverse cardiac event or a major adverse limb event. Although this should not absolutely preclude the use of open bypass surgery for these patients, other less invasive therapeutic interventions (or conservative management) may be better first-line treatment alternatives.
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Fifteen-Year Trends in Lower Limb Amputation, Revascularization, and Preventive Measures Among Medicare Patients
Although severe lower extremity peripheral arterial disease affects more than 12 million people in the United States, 1,2 secular trends in the risk of amputation remain unexplored in recent years. Using national billing and survey data sets from the Centers for Medicare and Medicaid Services and the Behavioral Risk Factor Surveillance System, we examined trends in lower extremity amputation rates, diagnostic and therapeutic vascular procedures, and the use of preventive measures aimed at limiting the use of amputation procedures in the United States between 1996 and 2011.
Methods | We used Centers for Medicare and Medicaid Services claims to calculate rates of lower limb amputation between 1996 and 2011. Amputation procedures were categorized as above-knee, below-knee, and minor amputations. We included only the most proximal amputation per patient in any 1 year during the study period. Next, we calculated the number of revascularization procedures performed per 100 000 Medicare patients during the same time period, categorized as diagnostic lower extremity angiograms, endovascular lower extremity diagnostic and therapeutic interventions (such as angioplasty, stenting, or atherectomy), and lower extremity bypass surgery. Finally, we used data from the Behavioral Risk Factor Surveillance System (from 1996 to 1999) and Medicare beneficiary surveys (from 2000 to 2011) to examine secular trends in the prevalence of smoking and self-reported diabetes mellitus among patients older than 65 years of age, as well as rates of weekly glucose testing and annual foot examinations from a physician for diabetic patients. Frequency proportions were calculated by year, and significant changes were identified using nonparametric tests of trend. For our study, exemption from institutional board approval was granted. Use of peripheral endovascular interventions also increased during the study period (Figure 2) . For example, the rate of diagnostic lower extremity arteriographic procedures increased by 165% from 1996 to 2011 (from 451 to 1124 proce- , 1996-2011 
